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In addition to a prolonged clotting time, the prothrombin consumption was slow. A thromboplastin generation test revealed the deficiency to be in the patient's plasma, showing him to be a true hemophiliac.
This patient is presented not so much to describe a rare complication of hmmophilia as to add a further case to the number already reported on whom major surgery has been performed. Provided that the clotting time is kept near normal limits no great operative problems are encountered. Experience with only one case suggests that fresh plasma (or the concentrated anti-haemophilic factor) should be given for two to three weeks after surgical intervention. It is helpful to distinguish between true hemophilia and Christmas disease, as in the latter, stored blood or plasma is effective in restoring the normal clotting mechanism. A thromboplastin generation test shows the serum to be deficient in a required factor in Christmas disease, in haemophilia the plasma is deficient. Ifistory.-A married woman, aged 29 years, had poliomyelitis twenty-three years ago which resulted in some shortening of the left leg. Following this she had whooping-cough, which was complicated by recurrent attacks of bronchitis and eleven years ago she had her first attack of bronchial asthma. Asthmatic attacks subsequently occurred intermittently and twenty months ago she developed an acute polyarthritis, affecting the knees, ankles, hands, wrists and shoulders. She was admitted to hospital, where a diagnosis of acute rheumatoid arthritis was made. While under observation, an apical systolic murmur appeared and a diagnosis of acute endocarditis was suggested. Treatment with penicillin and streptomycin was commenced, but following the appearance of a circinate erythematous rash, the diagnosis was changed to one of acute rheumatic fever. Fifteen months ago she developed a petechial rash on the hand and this was followed by left foot drop and weakness of the right hand. Thirteen months ago the asthma increased in severity and a high eosinophilia and raised E.S.R. were discovered. At this time an intermittent pyrexia occurred and this persisted until her admission to St. Bartholomew's Hospital eight months ago. Her father, two sisters and one brother were alive and well. Her mother and two aunts suffered from bronchitis. . Through a misunderstanding the cortisone was discontinued and four months ago she was readmitted, having suffered an episode of subarachnoid haemorrhage in another hospital. There were signs of right middle lobe collapse with diffuse bronchospasm and the blood pressure had risen to 150/110. Urinalysis and urea clearance were both normal. The asthma was controlled by temporarily increasing the dose of cortisone and the collapsed lobe re-expanded spontaneously. She left hospital again on a maintenance dose of cortisone 12-5 mg. t.d.s. When seen one week ago she was well. Examination revealed minimal bronchospasm with a blood pressure of 140/85. The liver was no longer enlarged but the spleen was just palpable. There was definite improvement in the ulnar sensory loss but little change in the weakness of the right hand or left foot. Urinalysis, blood urea, E.S.R. and eosinophils were all normal.
Comment.-It may be that the appearance of asthma eleven years ago marked the onset of this patient's present illness and that she is, in fact, an example of pulmonary eosinophilia progressing to florid polyarteritis nodosa (Crofton et al., 1952) . The peripheral nerve lesions are of the mononeuritis multiplex variety. According to Heathfield and Williams (1954) this is much less frequently seen in polyarteritis nodosa than a diffuse symmetrical peripheral neuritis. The presence of minimal renal involvement is a very favourable prognostic sign. The spleen is one of the least involved of the major organs (Harris et al., 1939) and such a marked degree of splenomegaly is unusual in this condition. It is interesting that an episode of subarachnoid hiemorrhage occurred when cortisone was temporarily discontinued, but whether this was the result of leakage from a partially healed polyarteritic lesion or rupture of a congenital aneurysm it is not possible to say. Complete remissions have been reported following the use of ACTH (Simpson et al., 1953) and cortisone (McGehee and MacLean, 1954) . It is hoped that the dramatic clinical and hkmatological response to cortisone, coupled with the absence of any permanent renal damage, heralds a similarly favourable outcome in this patient.
